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5215 Loughboro Rd. Suite 520 Washington, DC 20016   Office: 202-362-7300 
~ New Patient Form ~
	 Thank you for choosing our office. In order to serve you properly, PLEASE PRINT the following information. 


	Name:________________________________________________________________      Date: _____________________
 

	Address: ________________________________________
	City/State/Zip: ____________________________________


	SSN: _____________________
	Date of Birth: _______
	Marital Status: _______
	Gender _____________________




	Home Ph: __________________
	Work Ph:___________ 
	Cell Ph:____________ 
	

	
	
	
	



	Email: __________________________________________

	

	Employer:_______________________________________ 
	Address: ________________________________________


	Occupation:______________________________________ 
	Full/Part/Student/Retired Other: _____________________


	Emergency Contact Name:____________________________________________ Relationship: _____________________

	
ER Contact Home Ph:______________________________ 
	
ER Contact Work Ph: ______________________________


	How did you hear about Dr. Perlman: ____________________________________________________________________


	If patient is a child, who may authorize treatment: _________________________Relationship:______________________


	Person financially responsible for treatment if not Self: ______________________________________________________


	Address: ________________________________________
	Phone:___________________________________________
 

	Method of Payment: 
	Cash 
	Credit Card 
	Insurance 


	Primary Subscriber: _______________________________Date of Birth:_____________________________

	Insurance: _________________________
	Policy No:__________________ 
	Group No:_______________ 


	Secondary Insurance: ______________________________
	

	Policy No: _______________________________________
	Group No: _____________________________

	

	If you authorize release of your medical information to anyone besides your insurance carrier, please give the name: 
__________________________________________________________________________________________________


	If you have a telephone answering machine at home, may we leave messages there:         YES                NO 

	

	I authorize this office to release to the named insurance company any information necessary to expedite insurance payment. I understand that I am responsible for all charges, regardless of insurance coverage. 

	
Patient, Parent or Guardian Signature: ____________________________________________   Date:___________________




Health Information as of ______________ (enter today’s date)
(Please Print Legibly & Fill In or Correct All Fields)

Confidential Record: Information contained here will not be released unless you have authorized us to do so. Please answer all questions to the best of your knowledge.

	Name:__________________________________________
 
	Reason for Visit:_____________________________________ 

	Age:__________
 
	Height:________
	Feet __________
	Inches 
	Weight: _____________
	Lbs. 

	Current Physician(s):___________________________________________________________________________________
 

	List all Surgeries (Hospitalization and the Date of Occurrence): 

	List any Serious Illnesses and/or Accidents: 

	Do you have or have you had any of the following: (circle for each, give date occurred if Yes) 


	Aids / HIV 
	N 
	Y 
	Epilepsy / Seizures 
	N
	Y 
	Kidney Problems 
	N
	Y

	Arthritis 
	N
	Y 
	Facial Pain 
	N 
	Y 
	Pneumonia 
	N 
	Y

	Asthma 
	N 
	Y 
	Fever Blisters 
	N 
	Y 
	Sinus Problems / Infections 
	N 
	Y 

	Bronchitis 
	N 
	Y 
	Goiter / Thyroid 
	N 
	Y 
	Stroke 
	N 
	Y 

	Cancer 
	N 
	Y 
	Hay Fever / Allergies 
	N 
	Y 
	Tonsillitis 
	N 
	Y 

	Depression 
	N 
	Y 
	Headaches / Migraine 
	N 
	Y 
	Tuberculosis 
	N 
	Y 

	Diabetics 
	N
	Y 
	Heart Trouble 
	N 
	Y 
	Ulcers 
	N 
	Y 

	Dizziness
	N
	Y
	Hepatitis
	N
	Y
	Ear Infection
	N
	Y

	Vertigo
	N
	Y
	H-Blood Pressure
	N
	Y
	L-Blood Pressure
	N
	Y

	
Do you smoke? 
	
No 
	
Yes 
	
If yes, how much?________ 
	
Pack(s)/day _______

	
	

	Do you drink alcohol? 
	No 
	Yes 
	If yes, how much?___________ 
	How often?________ 


	Do you use recreational drugs? 
	No 
	Yes 
	If yes, describe: ___________________________________

	Do you have bleeding or bruising problems? 
	No 
	Yes 
	If yes, describe: ___________________________________ 

	Do you have problems with scarring? 
	No 
	Yes 
	If yes, describe: ___________________________________

	Do you have any history of problems with anesthesia? 

	No 
	Yes 
	If yes, describe: ___________________________________

	List the name of all medications you are presently taking or have taken within the last month. Please include the name of the drug, dosage and frequency. (including over-the-counter and herbal)

	List ALL drug and/or latex allergies. 

	
The above information is accurate and complete to the best of my knowledge. 


	Signature:__________________________________________ 
	Date:___________________________________
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FINANCIAL POLICIES
OF
DR. RONALD S. PERLMAN, M.D.


It is the policy of this office to inform all patients prior to having any in office procedure or surgery of the following conditions. Your signature at the bottom of this page indicates that you understand our policies and agree to them.

1. Payment is due in full upon receipt of services. This includes procedures that MAY be covered by insurance. As a courtesy, this office will submit any claims to the patient’s insurance company. Any re-imbursements will be paid to the patient.

2. Upon scheduling any outpatient surgery a 10% non-refundable deposit of
            Dr. Perlman’s fee is required. The balance of Dr. Perlman’s fee is due in full two 
            weeks prior to surgery. We accept cash and major credit cards.  No personal      
            checks. If payment is not received in full, your surgery will be rescheduled. 
 
3. Any outpatient surgery that may be covered by insurance will be discussed at the time of the consultation.  

4. Cancellation Policy: 
· Two (2) weeks prior to surgery- 10% of surgery fee for expenses incurred.
· One (1) week prior to surgery- 25% of surgical fee.
· One (1) day (24 hours) prior to surgery- entire surgical fee.

5. We will need a copy of your insurance card for your chart.


I, _______________________, hereby authorize Dr. Perlman’s office to apply for benefits on my behalf for covered services rendered. I certify that the information I have reported with regard to my insurance coverage is correct and further authorize the release of any necessary information, including medical information of this or any related claim to the insurance company. I also agree that it is my responsibility to obtain information from my primary care physician when applicable and I am responsible for any and all fees that exceed or that are not covered by my insurance. I permit a copy of this authorization to be used in place of the original. I authorize the taking of photography for medical purposes only. I agree to these financial policies.



Signature of Patient or Guardian________________________ Date_________________  
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5215 Loughboro Rd. Suite 520 Washington, DC 20016   Office: 202-362-7300
~ Cosmetic Interest Questionnaire ~

· Breast Lift
· Breast Reduction
· Breast Reconstruction
· Gynecomastia
· Abdominoplasty
· Liposuction
· Fat Transfer
· Brazilian Butt Lift
· Face Lift
· Endoscopic Brow Lift
· Eyelid Surgery
· Rhinoplasty
· Chin Implant
· Otoplasty
· Earlobe Repair
· Laser Resurfacing 
· Scar Revision
· Mommy make-over
· Botox
· Juvederm
· Facial Rejuvenation 
· OTHER___________________________

___________________________________________________________________________

How did you hear about us?

Physician:_____________________________

Friend: _______________________________

Family:_______________________________

Our Website:  	Yes		No

Internet Search: ________________________

OTHER: ______________________________
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RONALD S. PERLMAN, M.D.




